Questions/Answers
	Navigating the Road to Reaccreditation – Trends, Resources and Updates	

1.  How does the LCME feel objectives need to be linked and/or documented across course/modules/years with an integrated curriculum as ours that has horizontal and vertical objectives?

Actually, regardless of the structure of the curriculum, every medical school is supposed to link program objectives and competencies vertically and horizontally across the curriculum

Curriculum Mapping
Competencies → Program Objectives → Block/Clerkship Objectives → teaching format → method of assessing student learning

2.  What are the main reasons for adverse actions taken against medical schools at the present time?
	
4 variables account for 43% of the variability in predicting a severe action against a school:

	chronicity

	insufficient response

ED-8. The curriculum of a medical education program must include comparable educational experiences and equivalent methods of assessment across all instructional sites within a given discipline.

ED-33. There must be integrated institutional responsibility in a medical education program for the overall design, management, and evaluation of a coherent and coordinated curriculum.

3.  Are there particular accreditation issues that schools who utilize an integrated curriculum should be particularly cognizant of?  

	tracking content

	linking session objectives to SOM learning objectives
	
	curriculum management 
		it takes more faculty, across disciplines/departments

4.  How does the LCME feel that a school can demonstrate an adequate assessment program (of courses, of students, of faculty, of administration)?

WRITTEN POLICIES AND PROCEDURES
CONDUCTED ON A REGULAR BASIS
INDIVIDUALS MUST HAVE ACCESS TO THEIR ASSESSMENTS AND BE ABLE TO REBUT
USE A VARIETY OF OUTCOMES MEASURES
DEMONSTRATED USE OF THE OUTCOMES TO MAKE IMPROVEMENT


CURRICULUM EVALUATION

ED-46. A medical education program must collect and use a variety of outcome data, including national norms of accomplishment, to demonstrate the extent to which its educational objectives are being met. 

The medical education program should collect outcome data on medical student performance, both during program enrollment and after program completion, appropriate to document the achievement of the program’s educational objectives. The kinds of outcome data that could serve this purpose include performance on national licensure examinations, performance in courses and clerkships (or, in Canada, clerkship rotations) and other internal measures related to educational program objectives, academic progress and program completion rates, acceptance into residency programs, and assessments by graduates and residency directors of graduates' preparation in areas related to medical education program objectives, including the professional behavior of its graduates.

ED-47. In evaluating program quality, a medical education program must consider medical student evaluations of their courses, clerkships (or, in Canada, clerkship rotations), and teachers, as well as a variety of other measures. 

It is expected that the medical education program will have a formal process to collect and use information from medical students on the quality of courses and clerkships/clerkship rotations. The process could include such measures as questionnaires (written or online), other structured data collection tools, focus groups, peer review, and external evaluation.


STUDENT ASSESSMENT

ED-26. A medical education program must have a system in place for the assessment of medical student achievement throughout the program that employs a variety of measures of knowledge, skills, behaviors, and attitudes. 

Assessments of medical student performance should measure the retention of factual knowledge; the development of the skills, behaviors, and attitudes needed in subsequent medical training and practice; and the ability to use data appropriately for solving problems commonly encountered in medical practice. The system of assessment, including the format and frequency of examinations, should support the goals, objectives, processes, and expected outcomes of the curriculum.

ED-27. A medical education program must include ongoing assessment activities that ensure that medical students have acquired and can demonstrate on direct observation the core clinical skills, behaviors, and attitudes that have been specified in the program's educational objectives.

ED-28. A medical education program must include ongoing assessment of medical students’ problem solving, clinical reasoning, decision making, and communication skills. 

ED-29. The faculty of each discipline should set standards of achievement in that discipline and contribute to the setting of such standards in interdisciplinary and interprofessional learning experiences, as appropriate. 

ED-30. The directors of all courses and clerkships (or, in Canada, clerkship rotations) in a medical education program must design and implement a system of fair and timely formative and summative assessment of medical student achievement in each course and clerkship/clerkship rotation.

Faculty of the medical education program directly responsible for the assessment of medical student performance should understand the uses and limitations of various test formats, the purposes and benefits of criterion-referenced vs. norm-referenced grading, reliability and validity issues, formative vs. summative assessment, and other factors associated with effective educational assessment. 

In addition, the chief academic officer, curriculum leaders, and faculty of the medical education program should understand, or have access to individuals who are knowledgeable about, methods for measuring medical student performance. The medical education program should provide opportunities for faculty members to develop their skills in such methods. 

An important element of the medical education program’s system of assessment should be to ensure the timeliness with which medical students are informed about their final performance in courses and clerkships/clerkship rotations. In general, final grades should be available within four to six weeks of the end of a course or clerkship/clerkship rotation.

ED-31. Each medical student in a medical education program should be assessed and provided with formal feedback early enough during each required course or clerkship (or, in Canada, clerkship rotation) to allow sufficient time for remediation. 

Although a course or clerkship/clerkship rotation that is short in duration (e.g., less than four weeks) may not have sufficient time to provide a structured formative assessment, it should provide alternate means (e.g., self-testing, teacher consultation) that will allow medical students to measure their progress in learning. 

ED-32. A narrative description of medical student performance in a medical education program, including non-cognitive achievement, should be included as a component of the assessment in each required course and clerkship (or, in Canada, clerkship rotation) whenever teacher-student interaction permits this form of assessment.

FACULTY ASSESSMENT

FA-10. A faculty member of a medical education program should receive regularly scheduled feedback on his or her academic performance and progress toward promotion and, when applicable, tenure. 

Feedback should be provided by departmental leadership or, if relevant, by other programmatic or institutional leadership.

Briefly describe any medical school or university policies ensuring that faculty members receive regular feedback on their performance and their progress toward promotion and, if relevant, tenure.

Describe the times at which and the means by which faculty members receive formal feedback from departmental leaders (i.e., the chair or division or section chief) on their academic performance and their progress toward promotion and, if relevant, tenure.

ADMINISTRATION EVALUATION

FA-12. At a medical education program, the dean and a committee of the faculty should determine policies for the program. 

The committee that, with the dean, determines policies for the medical education program typically consists of the heads of major departments and may be organized in any manner that brings reasonable and appropriate faculty influence into the governance and policymaking processes of the program. 

FA-13. A medical education program should ensure that there are mechanisms in place for direct faculty involvement in decisions related to the program. 

Important areas in which direct faculty involvement is expected include admissions, curriculum development and evaluation, and student promotions. Faculty members also should be involved in decisions about any other mission-critical areas. Strategies for assuring direct faculty participation may include peer selection or other mechanisms that bring a broad faculty perspective to the decision-making process, independent of departmental or central administration points of view. The quality of an educational program may be enhanced by the participation of volunteer faculty in faculty governance, especially in defining educational goals and objectives.

FA-14. A medical education program must establish mechanisms to provide all faculty members with the opportunity to participate in the discussion and establishment of policies and procedures for the program, as appropriate.

Participation by all faculty members in the discussion and establishment of policies and procedures for the program may be facilitated, for example, by: 

• Ease of access to committee meeting agendas and minutes; 
• Program-wide dissemination of draft policies and procedures for faculty members’ review; 
• Provision of opportunities for faculty members to comment on draft policies and procedures to program leaders prior to their finalization and implementation; or 
• Faculty meetings. 
5.  What type of faculty peer assessment program is seen as a best practice?

LCME standard FA-10 states that faculty should receive regularly scheduled feedback about their performance, but the LCME does not specifically address how to accomplish faculty peer assessment.  So I thought I’d provide the following information that you can distribute to faculty.

Resources:

Simpson D, Fincher RM, Hafler JP, Irby DM, Richards BF, Rosenfeld GC, Viggiano TR. Advancing educators and education by defining the components and evidence associated with educational scholarship. Med Educ. 2007 Oct;41(10):1002-9.

MedEdPortal has a great resource that focuses on peer assessment.  See 

Souza K. Peer Review of Educational Scholarship Faculty Development Workshop. MedEdPORTAL; 2008. Available from: www.mededportal.org/publication/1709

The seminal work in this area across higher education is Peter Seldin’s book  Changing Practices in Evaluating Teaching.  Here is the Amazon link: 

http://www.wiley.com/WileyCDA/WileyTitle/productCd-1882982282.html 


6.  ED-2 was the big issue last time we were inspected.  Is it still the most important standard with regards to clerkship education?  

Yes, but note the other pertinent standards in the “Top 10”
ED-2 (required clinical experiences and monitoring)
ED-8 (comparability across instructional sites)
ED-24 (resident preparation)
ED-30 (formative and summative assessment)
ED-31 (mid-course feedback)
MS-31-A (learning environment and professionalism)
ER-9 (affiliation agreements)

7.  ED-24 states" there should be formal evaluation of the teaching and assessment skills of residents."  What is the best way to demonstrate this?

ED-24. At an institution offering a medical education program, residents who supervise or teach medical students and graduate students and postdoctoral fellows in the biomedical sciences who serve as teachers or teaching assistants must be familiar with the educational objectives of the course or clerkship (or, in Canada, clerkship rotation) and be prepared for their roles in teaching and assessment.

The minimum expectations for achieving compliance with this standard are that: (a) residents and other instructors who do not hold faculty ranks (e.g., graduate students and postdoctoral fellows) receive a copy of the course or clerkship/clerkship rotation objectives and clear guidance from the course or clerkship/clerkship rotation director about their roles in teaching and assessing medical students and (b) the institution and/or its relevant departments provide resources (e.g., workshops, resource materials) to enhance the teaching and assessment skills of residents and other non-faculty instructors. There should be central monitoring of the level of residents’ and other instructors’ participation in activities to enhance their teaching and assessment skills. 

There should be formal evaluation of the teaching and assessment skills of residents and other non-faculty instructors, with opportunities provided for remediation if their performance is inadequate. Evaluation methods could include direct observation by faculty, feedback from medical students through course and clerkship/clerkship rotation evaluations or focus groups, or any other suitable method.	
[bookmark: _GoBack]8.  What are the key implications of ED-33 for how our USU Executive Curriculum Committee is structured and managed?

ED-33. There must be integrated institutional responsibility in a medical education program for the overall design, management, and evaluation of a coherent and coordinated curriculum.

The phrase "integrated institutional responsibility" implies that an institutional body (commonly a curriculum committee) will oversee the medical education program as a whole. An effective central curriculum authority will exhibit the following characteristics: 

• Faculty, medical student, and administrative participation. 
• Expertise in curricular design, pedagogy, and evaluation methods. 
• Empowerment, through bylaws or decanal mandate, to work in the best interests of the institution without regard for parochial or political influences or departmental pressures. 

The phrase "coherent and coordinated curriculum" implies that the medical education program as a whole will be designed to achieve its overall educational objectives. Evidence of coherence and coordination includes the following characteristics: 

• Logical sequencing of the various segments of the curriculum. 
• Content that is coordinated and integrated within and across the academic periods of study (i.e., horizontal and vertical integration). 
• Methods of pedagogy and medical student assessment that are appropriate for the achievement of the program's educational objectives. 

Curriculum management signifies leading, directing, coordinating, controlling, planning, evaluating, and reporting. Evidence of effective curriculum management includes the following characteristics: 

• Evaluation of program effectiveness by outcomes analysis, using national norms of accomplishment as a frame of reference. 
• Monitoring of content and workload in each discipline, including the identification of omissions and unplanned redundancies. 
• Review of the stated objectives of each individual course and clerkship (or, in Canada, clerkship rotation), as well as the methods of pedagogy and medical student assessment, to ensure congruence with programmatic educational objectives. 

Minutes of the curriculum committee meetings and reports to the faculty governance and deans should document that such activities take place and should report on the committee's findings and recommendations.
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